In many places in the world, General Practitioners are only able to identify depression in a small fraction of depressed patients presenting to general outpatient department. The effect of somatic symptoms on its recognition was investigated. The study determines the identification rate of depression by general practitioners among outpatients with somatic symptoms and those without somatic symptoms. This descriptive cross sectional study was conducted in Family Medicine Department, Aminu Kano Teaching Hospital, Kano, Nigeria. The Hospital Anxiety and Depression Scale (HADS) was used to screen selected participants. Forms were used by GPs to itemize medical and psychiatric symptoms elicited as well as medical and psychiatric diagnoses made. Schedule for Clinical Assessment in Neuropsychiatry (SCAN) version 2.1, was used to confirm the diagnosis of depression. Hamilton Depression Rating Scale (HDRS) was used for severity using items 11-14 of Hamilton Depression Rating Scale. Those with somatic symptoms score of 1-3 were rated as having low and those with 4-10 were rated as having high. Of the 410 outpatients recruited, 402 participated in the study. Two hundred and thirteen were screened depressed (HADS). Two hundred were confirmed depressed using SCAN (49.8%). The GPs identified 31.3% of those participants diagnosed depressed without somatic symptoms compared to 15.2% of those who were diagnosed depressed with somatic symptoms. However, no significant association was found between GPs ability to identify depression in the presence or absence of somatic symptoms (p = 0.09). This study found no association between GPs ability to identify depression and presence or absence of somatic symptoms (χ 2 = 2.75, p = 0.09). However, this study found that the higher the level of somatic symptoms the more unlikely it's for GPs to identify depression. To reduce the burden of depression by early detection and treatment, continuing medical education of GPs should include skills in identification of depression.
Introduction
Depression which is a psychological disorder that affects person's mood, bodily functions and social interactions makes a large contribution to the global burden of disease [1] . Globally, it is the leading cause of disability as measured using YLDs (years-lived with-disability) and the 4 th leading contributor to the burden of disease as measured by DALYs (disability-adjusted life-years) in 2000 [1] . It is projected that in 2020, depression will reach 2 nd place of the ranking of DALYs calculated for all ages and both sexes [1] . Today, depression is already the 2 nd cause of DALYs in the very productive age category 15 -44 years for both sexes combined [2] . While it already occupies the first place among the causes of DALYs in high income countries, it is in the 8 th place among the ten topmost causes of DALYs [1] in low income countries, though this is due to preponderance of (group I) communicable, maternal, peri-natal and nutritional conditions. More so, it is projected to increase by sixty-six percent by the year 2030, thus representing a greater burden of disease than communicable, maternal, peri-natal and nutritional conditions in these countries [2] which include Nigeria. Despite this enormous burden at present and the projection in future, depression is under-diagnosed and under-treated by General Practitioners (GPs) that are expected to consult, diagnose as well as treat majority (up to 90%) of depressed patients [3] [4] . Depression in family practice has been studied by many authors in Nigeria [4] - [6] and other parts of the world [7] . Some of them concentrated on its prevalence only along with other psychiatric morbidities [7] [8] and others included its correlates [9] . Many reported if not all that depression was very common among general outpatients. However, some studies noted very low recognition of depression by general practitioners (GPs). It was reported by Uwakwe in 2004 that only 10.9% of patients with depression were recognised in private general practice in Aguata, Nigeria [5] , and Xiaoxia et al. reported as low as 4% in a multi-centred study comprising of 23 general hospitals outpatient departments in Shenyang, China [10] .
However, those that studied recognition of depression among general outpatients by GPs reported underrecognition and under-treatment. Some reasons were given, among which was the presence of somatic symptoms as distraction to GPs from recognizing depression [7] [10] [11] . Studies conducted elsewhere such as the work of Kirmayer et al. in two Canadian University-affiliated family medicine teaching units concluded that while physician recognition of psychiatric distress in primary care varied widely, there was the same pattern of reduction with increasing level of somatic symptoms [12] . Despite evidence of significant impact of somatic symptoms on identification of depression by GPs, there is still paucity of information in Nigeria about whether the presence of somatic symptoms or its absence influences the diagnosis of depression among general outpatients by GPs. Therefore, this study seeks to investigate the impact of somatic symptoms on the recognition of depression among general outpatients by GPs.
Materials and Method
The study was conducted at Aminu Kano Teaching Hospital (AKTH). The Hospital was established to serve as a fully functional 500-bed teaching hospital for the needs of the local and wider community. It is located in Kano North-Western, Nigeria. The hospital provides specialist and general medical services to patients from Kano metropolis and the various Local Government Areas surrounding it. Kano Metropolis has a population of about 2.2 million. The Department of Family Medicine is located in accessible part of the hospital. The department is the first-port-of-call for non-emergency cases before referral to specialist clinics. It is a very busy department, with an average of 600 new adult patients being registered during working days every week. The morning session sees about 120 of these patients daily. The yearly average newly registered patient attendance is about 32,000.
The study design is a descriptive cross-sectional study. The study sample size was calculated based on the objective of determining the prevalence of depression among general outpatients using the formula 2 2
A. S. Salihu
280
where N = minimum sample size, Z = 1.96 (standard normal deviate for 95% confidence interval level), p = proportion of population with condition studied (59.6%) [10] , q = complementary probability= (100 − P) = (100 − 59.6) = 40.4%, E = precision required (tolerable sampling error) = 5%. Therefore, N = 1.96 2 × 59.6 (100 − 59.6)/5 2 = 369.998, approximately = 370. Given attrition rate of 10% = 370 + 10/100(370) = 407 ≈ 410.
Ethical Approval
An approval for the study was obtained from the Research Ethics Committee of the AKTH, Kano State Nigeria.
Inclusion/Exclusion Criteria
No patient was forced to participate in this study against his/her wish. Participation was entirely voluntary. All newly registered adults (because physicians may not attempt to make new diagnosis after the initial one and to avoid re-selecting same patient on follow up visit after initial participation) patients who were equal or over 18yrs old on self-initiated visit, who gave consent and can read and write English or Hausa. Patients who were receiving treatment for any psychiatric disorder, those who declined to give consent, those too ill to take part and those who cannot read and write English or Hausa were excluded.
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Sampling
The sample was drawn using systematic random sampling method from all the patients who attended the general outpatient clinic for the first time, who met inclusion criteria and accepted to take part in the study. The list of all the newly registered patients formed the sampling frame. The study commenced from 1 st September to beginning 1 st November 2011.
Procedure
A pre-tested questionnaire (English/Hausa) containing socio-demographic information about the patient incorporated to HADS (hospital anxiety and depression rating scale (English/Hausa) was used to screen for depression. The Hamilton Depression Scale (HDS or HAMD or HDRS) was used to measure the severity of depressive symptoms in those confirmed to depressed [14] . Items 11-14 that measure somatic symptoms were used to rate the somatic symptoms. Schedule for Clinical Assessment in Neuropsychiatry (SCAN) [15] version 2.1. A specially designed form containing four items asking the consulting physician to state the patient's presenting complaints, the medical diagnoses if any, symptoms of mental illness and the psychiatric diagnosis if present was also used. Four hundred and ten patients were selected from newly registered patients on self initiated visit attending out-patients clinic for the first time during the study period of eight weeks. All patients attending the clinic who were aged 18years and above, who satisfied the inclusion criteria of this study were invited to participate. The SCAN interview was conducted by the researcher. Diagnoses generated by the SCAN software. Data was analyzed using the Statistical Package for Social sciences (SPSS) software for windows version 16 [16] . Proportions, percentages and ratios were determined as applicable. Classification into depressed and non-depressed categories was done based on SCAN interview result. Grading into mild, moderate and severe depression was additionally based on Hamilton depression rating scale (HDRS) and grouping into low, high and No somatic symptoms were based on the scores in the somatic items in HDRS. The educational level of the participants was sub-grouped into low level (secondary) and tertiary (post-secondary). Chi square test was used to determine significant association between variables. Chi square test with Yate's correction was also applied where appropriate. Level of significance was set at p < 0.05 two tails.
Result
In all, four hundred and ten (410) patients were selected for the study. However, 402 (98.1%) of them finally participated. Two hundred were confirmed depressed using SCAN (49.8%). Table 1 shows that out of the 200 participants who satisfied the ICD10 criteria for the diagnosis of depression, the Family Physicians (FPs) were able to identified only 33 (16.5%). The FPs identified more of the depressed participants who were 45 years and younger (19.1%) (p = 0.275), were able to identify a higher percentage of depressed male participants (18.5%) compared with depressed female participants (15.6%) (p = 0.604), and identified more of those (26.5%) with tertiary education compared to those with lower level of education (13.3%) (p = 0.029). They identified about same proportion of employed (17.2%) and unemployed (16.2%) depressed participants (p = 0.857). They identified 37.5% of those who had positive family history of mental illness compared with 16.5% of those who had negative family history of mental illness. However, the observed difference was not statistically significant (p = 0.792). There was no difference in their ability to identify depression among those with history of substance abuse or chronic medical conditions. Table 2 shows that more depressed participants without somatic symptoms were identified by the FPs (31.3%) compared with depressed participants who had somatic symptoms (15.2%). However, there was no statistically significant difference (p = 0.09). Table 3 showed that among depressed participants with somatic symptoms, the family physicians were able to identified 46.2% with low score compared with 10.1% who had high score and difference was statistically significant (p = 0.001). 
Discussion
About one sixth of the depressed patients were identified as depressed by FPs in this study. Thus, the identification rate among FPs was 16.5%. This rate was much higher than the rate of 4% reported by Alan et al. [2] However, the rate in the present study is lower than one third reported by Xiaoxia et al. [6] Other studies have reported rates of 27.9% [17] and even 64% by Simon et al. among general outpatients [18] though convenient sampling was used to recruit participants in the study.
The socio-demographic factors of those identified by FPs and those who were not were compared in this study. Only education was found to be associated with increased FPs recognition of depression. Age and gender had no association with FPs identification. These findings were similar to that of Kirmayer et al. [12] More than three quarter (179) of the depressed patients were found to have had somatic symptoms. This was consistent with the previous report of Gureje et al. that somatization is a common problem in primary care across cultures. [7] Afolabi et al. [9] and Okulate [6] reported that 69.2% and 88% of general outpatients had somatic symptoms. Among the 92.5% of the depressed patients with somatic symptoms only about one sixth were identified by FPs while among 7.5% that were depressed without somatic symptoms up to one third were identified as depressed by the FPs. However, while there was no significant difference between FPs ability to identified depression in the presence and absence of somatic symptoms (p = 0.090), there was an observable trend of FPs identification of lower proportion of the depressed with somatic symptoms compared to the high proportion among those without somatic symptoms.
A further analysis of the FPs ability of identifying depression among those patients with low and high rate of somatic symptoms showed a significant association between the rates and the ability to identify (p = 0.001). This finding implied that the more the rate of somatic symptoms in a depressed patient the more difficult it was for FPs to identify depression. Similar finding was reported by Kirmayer et al. [12] that increasing level of somatization substantially reduces as well as delay the rate of recognition of depressed general outpatients by family physicians.
Limitations
Limitations of this study include: 1) This was a descriptive cross-sectional study design and therefore causal relationships cannot be attributed. 2) The prevalent misconception in Kano that there is high mortality rate in the teaching hospital may have influences the nature of patients utilizing the services. Thus people with some level of education are likely to appreciate that teaching hospitals are referral centre where terminal cases are disproportionate. Hence, less educated patients may have aversion for the centre where the study was carried out.
Conclusion and Recommendations
Depression was very common among general outpatients and family physicians' identification was very low. The study also revealed that FPs' ability to identify depression was not affected by mere presence or absence of somatic symptoms, though a trend of low identification in the presence of somatic symptoms was observed. However, the rate of somatic symptoms significantly associates with FPs ability to identify depression among general outpatients. In order to reduce the burden of depression and its impact on quality of life in family practice clinics, there is a need for family physicians to deliberately look out for depression especially in the presence of somatic symptoms. Therefore, some recommendations are hereby made: 1) Prevalence of depression among general outpatients is very high. Therefore, family physicians should make effort to lookout for depression; 2) Family physicians need to have high index of suspicion in patient with somatic symptoms to detect depression; 3) Use of very brief screening instrument tool for depression like PHQ 2 should be popularized among medical students and family medicine residents during their psychiatry postings; 4) Continuing medical education of family physicians in AKTH and elsewhere should include skills acquisition in diagnosis, treatment and outcome of depression; 5) Further multicenter studies are needed to replicate the findings in this study to allow for generalization.
